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Meeting 20 November 1974 Good General Practice: Icons and Iconoclasts Dr John Stevens (Aldebiirgh) expressed the view that a general practitioner with a small team, who worked from the premises he owned (and was thus free from state bureaucracy), could give to a small list of approximately 1500 that standard of care and service which he would wish for his own wife, children, aged parents and himself. He did not believe that a small list meant a small experience of organic disease to the individual doctor and quoted an astonishing list of major illness seen during only two weeks in his practice.
Dr John Fry (Beckeniham) agreed that a homely atmosphere was helpful to patients (for example he had no telephone in his consulting room) but felt that any general practitioner worked best under the stress of constant occupation and when busy. By 1984 there would be up to 2000 new trainee general practitioners seeking practices annually, who would risk some unemployment during their career, and who would represent a a considerable threat to society's finances since each general practitioner would cost approximately £500 000 to society during his career. Dr Fry attacked nonscientific attitudes to prescribing and cited, as evidence of this, the annual cost of £40 million for psychotropics, £25 million for antibiotics, £10 million for hypotensives, £4 million for laxatives and £7 million for steroid creamsnone of which, he said, had been proved effective by proper clinical trials. He also questioned whether in fact 90°% of illness was treated by general practitioners, a figure often quoted: in 1974, 17 % of the whole population had attended casualty departments for a first consultation, and 17% an out-patients' department, whilst 12% were admitted to hospital. We needed to ask ourselves whether these things were really for society's good. Did all the prescribing and all the investigative activity make any difference to the outcome of illness? We needed much more audit and many more facts to find out how best to use the facilities and local services available to general practitioners. Nevertheless, for clinical performance, e.g. diagnosis, prognosis and treatment, Dr Fry put his trust on the general practitioner's own personal audit and did not feel that outside or peer group audits would be relevant in this field.
Professor P M Higgins (Guy's Hospital and Thamesmead) said that general practice would always be in a state of maladaptation to its task because it had to respond to constantly occurring changes in medicine on the one hand and society on the other .Response would never catch up with change and different societies would require different responses; differing stages of medical knowledge would impose their own problems. No one solution to the problem of organizing general practice was likely to satisfy all situations nor would any solution necessarily continue to be valid as society and medicine changed.
The essential was therefore to create a flexible system capable of responding to differing needs in different organizational forms and of adapting to the sheering forces at the interface between medicine and society. One such form, hitherto not sufficiently exploited, was a system of special responsibilities within the group. Group practice was potentially an immensely more flexible system for delivering care than a single-handed or two-man practice provided the groups saw themselves as having a joint responsibility for the care of their defined population.
It was irresponsible to train general practitioners and fail to see that they had sufficient opportunities and resources to use their acquired skills and knowledge. It was essential to distinguish between what one expected from oneselfwhich could be without limitand what it was reasonable to expect from colleagues. It was no service to patients to deprive them of the care they were at present receiving by insisting on standards difficult to attain.
Dr Paul Freeling (Souithall) pointed out two fallacies which he regarded as idols to be broken: (1) the either/or fallacy that an illness must be physical or emotional rather than always some kind of blend; (2) the cause-and-effect nonsequitur, where the general practitioner failed to appreciate that his activities provided only one of a vast network of factors surrounding the patient. Both ignored the principle of observer interference, which could be comparod with
